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HIGHLIGHTS 
 ‘Psychosocial Context’ predicts the satisfaction with care of young patients 
 Young patients from China are less satisfied with care than those from Australia 
 
  Young patients from Italy have the lowest score on ‘Psychosocial 
Context’
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ABSTRACT 
Objectives: The aim of this study was to investigate the link between perceived 
dimensions of patient centred care and the satisfaction of adolescents and young 
adults within the UK, USA, Australian, Italian, and Chinese healthcare systems. 
Methods: One thousand and thirty-four participants (212 from China,206 from 
Australia,208 from UK, 202 from USA, and 206 from Italy) answered  a self-report 
questionnaire assessing the perceived dimensions of patient centred care. Factor 
analysis (PFA) was conducted on the data to identify relevant dimensions. One-way 
ANOVAs were run to identify differences between country samples related to 
perceived dimensions of patient centredness, and a multi-level multiple regression 
model was computed to assess the link between satisfaction and dimensions of 
patient centred care. 
Results:. Countries’ mean scores on ‘Satisfaction with Care’ (PF1) and on 
‘Psychosocial Context’ (PF2) were statistically significant by inspecting the ANOVAs 
(p<.05). Satisfaction with care was predicted by PF2 and clinical utilization. 
Conclusion: An online survey collected meaningful data on perceptions of 
healthcare received by respondents from five countries. This initial international 
study highlights important associations worthy of closer investigation.  
Practice Implications: Healthcare providers should assess comprehensively the 
psychosocial context of young patients during consultations. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Abbreviations: OECD, Organization for Economic Co-operation and Development; 
WHO, World Health Organization; PCA, Principal Component Analysis; PC1, 
Principal Component 1; PC2, Prinicpal Component 2; PC3,Principal Component 3 
PDRQ-9, Patient-Doctor Relationship Questionnaire; PCMH, Patient Centred 
Medical Home Survey; UK, United Kingdom; USA, United States of America; AU, 
Australia; SPSS, Statistical Package for Social Science; ANOVA, Analysis of 
Variance. 
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1. INTRODUCTION 
The concept of patient centredness in health care has been the subject of an 
ongoing debate in relation to its meaning and definition [1,2,3]. Despite being 
somewhat difficult to define [4], scientific literature has related the dimensions of 
patient centredness to patients’ health outcomes since the work of Balint [5]. It 
proposed the concept of the healthcare practitioner as a “drug” capable of improving 
the health conditions of patients through the utilisation of empathic communication 
skills. Particularly, it has been proposed that the various aspects of patient 
centredness could influence patients’ satisfaction and subsequently improving their 
health outcomes by fostering, for example, adherence to treatments [6]. 
1.1 Literature overview 
 
Stewart et al. [7], conducted an observational cohort study in Canada on 39 
physicians and 315 patients. Consultations were videotaped and patients were 
asked about their perceptions related to patient centredness through a 
questionnaire. According to their findings “positive perceptions were associated with 
better recovery from their discomfort and concern, better emotional health two 
months later, and fewer diagnostic tests and referrals” (p.1). Another observational 
study conducted in the UK by Little et al. [8] on 865 patients demonstrated that five 
main components related to patient centredness (communication and partnership, 
health promotion, positive approach, and interest in effect on patient’s life) were 
positively associated to greater patients’ satisfaction, enablement, and reduction of 
symptom burden at one month. Plewnia, Bengel, and Korner (9), have examined 
recently the impact of patient centredness on the satisfaction and treatment 
outcomes of 1033 patients from nine different medical rehabilitations centres in 
Germany. Their regression model illustrated that shared decision 
making/communication and empowerment strongly predicted patients’ satisfaction 
and treatment outcomes. Beach, Keruly, and Moore [10], conducted a study in the 
USA to examine the association between the perception of patient centredness of 
individuals affected by HIV, adherence to antiretroviral therapy (HAART), and health 
outcomes. Their cross-sectional analysis, conducted on 1700 individuals, showed 
that patients who perceived their healthcare providers to ‘know them as a person’ 
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were more likely to adhere to HAART, to be less affected by social stresses, and to 
utilise less illicit drugs [10]. Kinmonth et al. [11], conducted a randomised controlled 
trial to compare the effects of patient centred care against usual care on 360 patients 
affected by type 2 diabetes. Their study showed that patients in the intervention 
group reported better satisfaction and physical well-being compared to patients in the 
control group. Thus, these research studies revealed a significant relationship 
between dimensions of patient centredness adopted in healthcare and health 
outcomes of patients affected by different diseases. 
Despite the importance of the inclusion of patient centredness in medical 
consultations, there are few scientific studies investigating the consultation styles 
adopted by healthcare practitioners cross-culturally [12,13]. Additionally, there is a 
lack of cross-country research investigating the outcomes of the doctor-patient 
relationship for the youth population. Investigating the outcomes of the doctor-young 
patient relationship is of fundamental importance as it could help to improve the 
health and well-being of young individuals in the longer term [14]. While several 
studies found healthcare expenses and length of consultation to have an impact on 
young patients’ satisfaction [15,16], few studies have investigated how patient 
centredness relevant for the well-being of young patients, might be associated with 
how health care professionals communicate with adolescents and young adults 
during medical encounters. For example, Sacks and Westwood [17], underlined the 
importance of obtaining information related to the psychosocial context of Canadian 
adolescents, while Freed, Ellen, Irwin, and Millstein [18] conducted a study to 
examine the determinants of adolescents’ satisfaction with their healthcare providers. 
Their multiple regression model showed that providers’ behaviour predicted 
satisfaction and that satisfaction was associated with the young person’s adherence 
to follow-up appointments. Despite the importance of the findings, this study was 
limited. First, all participants were recruited from a single primary care facility in the 
USA, constraining generalisability. Furthermore, the study underlined only the 
importance of the way in which healthcare professionals conveyed information to 
adolescents and young adults. 
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1.2 AIMS 
The literature above underlined a lack of cross-cultural investigation into the 
level of patient centredness in medical consultations, and its relationship with 
young patients’ satisfaction. 
Therefore, the primary aim was to investigate perceived dimensions of patient 
centred care and their link with adolescents’ and young adults’ satisfaction in five 
different countries (UK, USA, China, Italy and Australia). These countries were 
selected because of their differences in healthcare structures, availability of 
economic resources, healthcare expenditure, healthcare performance, 
responsiveness, and health attainment, [20]. It was hypothesised that young 
patients’ satisfaction would be predicted by patient centredness adopted by 
healthcare practitioners during consultations (H1). 
 
2. METHODS 
2.1 Participants 
Participants for this study were young people (age range spanning from 18 to 25 
years old), from the five different countries. The age classification was based on the 
WHO age group guidelines [21]. A statistical power analysis was performed a priori 
utilising G*Power software to determine the adequate sample size for ANOVA. With 
α= 0.05, Power= 0.95, effect size(F²) = 0.15, and five groups, the estimated total 
sample size for ANOVA was N=835.  
In order to recruit at least 835 respondents fitting the inclusion criteria, an internet 
software service of distributing surveys worldwide named ‘Survey Monkey’ was 
contracted. A request for 1000 participants (200 per country) was made.  These 
participants, recruited through convenience sampling, were part of Survey Monkey’s 
global respondents’ panel, that consists of over 30 million volunteer respondents 
worldwide. The survey was sent to approximately 250 panelists from each country in 
order to get the requested 200 respondents at 70-100% incidence rate. Participants 
were not paid to take the surveys. Instead, Survey Monkey donated 0.50 USD to a 
charity of respondents’ choice upon the completion of the questionnaires. 
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2.2 Measures 
 
    The measurement tool consisted of a self-report questionnaire of 27 items (see 
supplementary online material) based on three standardised and validated tools: 
The ‘Adolescent-Client Exit Interview Tool’ [22], the ‘Patient-Doctor Relationship 
Questionnaire’ (PDRQ-9) [23], and the ‘Patient-Centred Medical Home Survey’ 
(PCMH) [24]. The first section of the questionnaire (items 1 to 8) asked participants 
about their socio-demographic characteristics, the frequency of contact with their 
healthcare providers, and the costs of their healthcare. The following sections asked 
participants to rate through a 5 point ordinal Likert scale (from strongly disagree to 
strongly agree) the perceived dimensions of patient centredness employed by their 
health care providers during medical consultations.  We identified sets of items that 
were grouped in the original tools listed above and categorized them as follows: 
Psychosocial Context (items 9 to 15), Shared Decision Making (items 16 to 18), and 
Information (items 19 to 23). Subsequently, participants were asked to rate their 
satisfaction with the information and the advice provided by their healthcare 
providers during consultations (items 24 and 25), and with the overall care received 
(item 26). Lastly, participants were asked to explain through an open-ended 
question what their providers could improve to increase their satisfaction (item 27). 
Responses to the open-ended questions were typed in by participants and analysed 
through Content Analysis [25]. 
 
2.3 Procedure 
 
Following Ethical approval, the English version of questionnaire was sent to 
‘Smartling’, an online professional translation service contracted to translate the 
questionnaires for the Chinese and Italian samples. Thereafter, the English, 
Chinese, and Italian versions of the questionnaire were sent to the internet platform 
‘Survey Monkey’. Subsequently, Survey Monkey distributed the link of the 
questionnaire via email to individuals from its global respondents’ panel fitting the 
inclusion criteria. Possible participants had to read and agree with an informed 
consent form prior to answering the items of the questionnaire. After agreeing with 
the informed consent, participants completed the questionnaire (a procedure taking 
approximately 10-15 minutes) and read a debriefing form on completion. Data from 
respondents were collected in two tranches in order to determine successful 
completion rate in the first phase prior to recruiting an extended sample in phase 
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two. The initial collection consisted of approximately 50 respondents per country 
(N=253) to develop the measurement tool for this investigation. A second 
expanded sample that consisted of approximately 160 respondents per country 
(N=854) in order to confirm the measurement structure.  All respondent data were 
initially stored in the online database of Survey Monkey. Thereafter, the data were 
downloaded into SPSS (Version 24 for Windows™) for analysis. The factor 
analysis and multi-level hierarchical linear regression was performed using 
STATA15™.  
2.4 Statistical Methods 
 
A two-stage approach was adopted to investigate the measurement properties of 
the questionnaire ratings obtained. First, a Principal Factor Analysis (PFA) was 
conducted on an initial sample (N = 253) comprising of approximately 50 
respondents per country to ascertain the dimensionality of the attained items. The 
components identified were then subjected to confirmatory factor analysis (CFA) 
using the remaining participants to assess fit to this initial measurement structure. 
This facilitated the identification and relevance of items to the cross-cultural 
‘Satisfaction with Care’ measure for young patients. Subsequently, one-way 
ANOVAs were conducted to identify statistically significant differences between the 
mean scores of country samples on the dimensions identified by the PFA. Lastly, a 
hierarchical multi-level linear regression model was fitted to assess the extent to 
which independent measures developed from the questionnaire predicted 
‘Satisfaction with Care’ following the entry of demographic and clinical service 
utilization variables (Level 1). Country was included as Level 2 variable. Apart from 
the attained construct(s) all independent variables were specified in categorical 
format. A robust standard error estimator was employed using the maximum 
likelihood procedure ‘xtmixed’ in STATA15. 
 
2.5 Qualitative Methods 
Open ended answers were content analysed using a ‘conventional’ approach 
[25]. Particularly, the main themes summarized in Table 4 were developed 
inductively during the analysis of data that consisted in four main stages. These 
consisted of: ‘observation’ of the data by reading the text of the answers, 
‘identification of coding units’ by reading again the text and highlighting words 
associated to possible themes, and ‘data analysis’ by applying the previously 
identified coding units in order to determine the frequency of themes in each country 
sample. 
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3. RESULTS 
3.1 Descriptive statistics 
In total, 1107 participants were recruited: 220 from UK, 230 from USA, 216 
from Australia, 226 from China, and 211 from Italy. Participants who did not 
complete the majority of the survey were excluded (n=73). Thus, the final 
sample consisted of 1034 participants. The mean age of participants by 
country and gender is depicted in Table 1. No significant association between 
‘Gender’ and ‘Country’ variables was found (χ2(8) = 9.66, p=0.29). 
 
3.2 PFA 
Preliminary correlational and factor analyses were performed on all the 
attitudinal items with the phase 1 preliminary data (n=253) to streamline 
identification of key constructs and remove redundant items. Of the eight items 
retained, two factors (PF1, PF2) were revealed after PFA. Both factors were 
found to have higher eigenvalues than those derived from the average of 100 
replication samples of randomly selected scores from the raw data using  
Horn’s parallel procedure ‘fapara’ routine in STATA15 ( Fig. 1).  The CFA on 
the additional sample of participants showed a close consistency to the 
exploratory factor analysis results above.  The loadings of both factors are 
presented in Table 2.  We relaxed the constraint of independent residual errors 
on two items: 13 and 14.  They used similar wording so we have 
acknowledged this by allowing the errors from these two items to correlate. 
The fit indices for the measurement model were: CFI = 0.99, RMSEA = 0.06 
(95%CIs 0.05, 0.08) which is very satisfactory [26]. Cronbach’s alphas for the 
two scales PF1 and PF2, were 0.88 and 0.81 respectively, demonstrating 
good reliability. The initial content analysis of free responses with the phase 1 
participants provided supporting evidence for the validity of the two scales.  
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3.3 One-way Anova 
 
Two one-way ANOVAs were conducted to identify differences between mean 
scores of country samples on the two components (PF1 and PF2). Levene’s test was 
found to be statistically significant for PF1 (p<0.001), indicating heterogeneity of 
group variances. Thus, a Welch’s Robust Test was conducted, revealing a statistically 
significant association between Countries’ mean scores on PF1 [F(4,501.914)=2.491, 
p<0.05]. Dunnett C post hoc analysis showed that the mean score of Chinese 
participants on PF1 was - 0.99(95%CI, -1.91 to -0.80) lower than Australian 
participants. Adjusted mean scores of countries on PF1 are depicted in Fig.2. 
Levene’s test was found to be statistically non-significant for PF2, indicating 
reasonable homogeneity of group variances (p=0.19). A statistically significant 
difference was found between Countries’ mean scores on PF2 [F(4,1025)=7.931, 
p<0.001]. Specifically, the mean score of Italian participants on PC2 was -1.24 
(95%CI, -1.99 to -0.48) lower than Australian participants, -0.88 (95%CI, -1.66 to -
0.10) lower than UK participants, and -1.29 (95%CI, -2.08 to -0.51) lower than USA 
participants. The mean score of Chinese participants on PF2 was -0.81(95%Cl, -1.52 
to -0.09) lower than Australian participants, and -0.86(95%Cl, -1.61 to -0.11) lower 
than USA participants according to Dunnett C post hoc analysis. Adjusted mean 
scores of countries on PF2 are presented in Fig.3. 
 
3.4 Hierarchical Multilevel Linear Regression 
A multilevel linear regression procedure was employed to model the dependent 
variable PF1.  Individual participants were defined within Level 1.  Level 2 controlled for 
variance within countries.  Independent variables were specified as categories to 
reveal effects not encumbered by issues of measurement scale. A simple model 
(Model 1) including demographic variables (gender, education and age) was entered 
initially. Model 2 incorporated self-reported number of visits and duration of contact 
with the health provider.  Finally Model 3 was fitted with the inclusion of PF2 
(Psychosocial Context).  The summary results are displayed in Table 3 showing the 
unstandardized coefficients, robust standard errors, and 95%CIs for Models 1 to 3.  
Likelihood ratio tests were conducted to show improvement in fit with each nested 
model.  Each model gave highly significant improved fit over the previous model.  
Model 3 showed strong positive effects of health context, length of duration of service 
utilization (notably 5 years or more) and frequency of utilization.  Female participants 
were somewhat more positive than males (p = 0.02). 
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3.5 Content analysis 
 
Overall, 75% of participants answered the open-ended question (item 27). 
The responses tended to be brief and enabled a single code to be assigned. 
The percentages of answers per country sample were the following: China 
82%, USA 70.7%, Australia 74.7%, Italy 75.7%, and UK 70.6%. Major themes 
were identified from the content analysis for each country (Table 4).  
 
4. DISCUSSION AND CONCLUSION 
 
4.1  Discussion 
The current study identified the dimension of ‘Psychosocial Context’ to 
predict significantly the ‘Satisfaction with Care’ of adolescents and young 
adults, confirming the main hypothesis (H1). Additionally, results revealed 
significant differences related to perceived dimensions of patient 
centredness between adolescents and young adults from different countries: 
Participants from China were found to be significantly less satisfied with the 
care  delivered by their providers compared to young peoplefrom Australia, 
while Italian participants were found to score significantly less on the 
dimension of ‘Psychosocial Context’ compared to young people from USA, 
UK, and Australia. Chinese participants were also found to score 
significantly less than USA and Australian participants on the dimension of 
‘Psychosocial Context’. Content Analysis revealed that the opinions of these 
young people from five different country samples differed in relation to how 
the respective healthcare providers were rated in satisfaction with care 
received by the survey respondents.  
The ‘Psychosocial Context’ and the ‘Satisfaction with Care’ dimensions 
identified by the current research are in line with previous frameworks and 
models of patient centredness [27, 28]. Particularly, the assessment of the 
Psychosocial Context of adolescents and young adults during medical 
consultations has been considered of fundamental importance for the 
delivery of patient centred care. Sacks and Westwood [17], explained that 
by assessing the Psychosocial Context of youths during consultations it is 
possible to “uncover areas of concern or distress, and to allow for the 
clinician to identify protective factors and support systems that may be used 
to foster resiliency and health-promoting practices” (p.556). Furthermore, by 
11 
 
assessing appropriately the psychological and social environment of 
adolescents and young adults it may be possible to identify risk factors that 
could foster mental health problems and/or drug abuse in late adulthood. In 
addition, it may be possible to identify psychological and social factors 
influencing health-risk behaviors such as smoking and alcohol consumption 
[29,30,31,32]. Several studies revealed that the assessment of 
psychological and social issues during medical consultations is related to 
positive experience, disclosure, and engagement with care of adolescents 
and young adults [33,34,35], supporting the current results. Furthermore, 
the present findings are consistent with a review conducted by Ambresin et 
al. [36] with the aim “to extract the major constructs underlying young 
people's experiences of health care and to identify domains and indicators 
of youth friendliness from their perspective”(p.671). The four major 
constructs identified consisted in ‘satisfaction with health-care’, ‘patient 
centred care’, ‘experience of care’ and ‘quality of care’, while domains and 
indicators of youth friendliness included ‘communication’ (clarity and 
provision of information, active listening, tone of communication), ‘staff 
attitude’ (respectful, supportive, honest, trustworthy, friendly), ‘medical 
competency’ (technical skills, procedures), ‘age appropriate environment’ 
(flexibility of appointment times, teen-oriented health information, waiting 
time, continuity of care, privacy) and ‘involvement in healthcare’. These 
constructs and domains are in accordance with factors identified by the PFA 
(Satisfaction with Care and Psychosocial Context) and with the main themes 
identified by the content analysis (see Table 4). It should be underlined that 
Ambresin’s review was conducted with the intent to extract constructs 
relating to young people’s experiences with healthcare in general, and to 
employ measures not necessarily focusing on dimensions of patient centred 
care [27, 28]. In fact, Ambresin et al.[36] identified constructs such as 
‘experience with care’ and ‘quality of care’ that included domains not related 
to dimensions of patient centredness such as 'cleanliness of consultation 
room'  'waiting time', ‘environment’, 'treatment', 'pain managment', and 
'technical skills'. In contrast, the current study focused specifically on patient 
centred care as the questionnaire was created incorporating measurement 
items related to specific dimensions of patient centredness [22,23,24] 
except for item 27 that consisted in an open-ended question investigating 
participants’ opinions  about how the respective healthcare providers could 
increase their satisfaction. Therefore, through the current study it was 
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possible to identify a specific dimension namely ‘Psychosocial Context’ as a 
strong predictor of satisfaction for young people at an international level.  
Interestingly, it was possible to identify significant differences between 
five country samples. For example, participants from the Chinese sample 
were found to be significantly less satisfied with the care received compared 
to Australian participants and to score significantly less on the dimension of 
‘Psychosocial Context’ compared with participants from Australia and USA. 
In order to interpret this finding we consulted the literature and the free 
responses to provide some attempt to explain these differences.  The 
results support previous studies that addressed the growing problem of 
dissatisfaction among Chinese patients [37,38,39]. Particularly, by 
inspecting the main themes identified by the content analysis (see Table 4), 
it was noted that the majority of Chinese participants expressed the need to 
receive more information about treatments and medications during 
consultations (e.g. “tell more about the frequency of drug use, drug 
response and cure effect”, and “To explain more about a variety of drugs 
specific treatment”), to receive more empathy and attention towards their 
feelings (e.g. “be more humane, the care for patients should come from the 
heart”, and “more consideration for the patients’ feelings”), and to have their 
concerns and worries listened to by their healthcare providers  (e.g. “listen 
to my doubts and worries”, and “Listen more to your concerns and worry..” ). 
These themes may underline current pitfalls in the doctor-patient 
relationship within the Chinese healthcare system. Particularly, while the 
perceived lack of information about treatments, alongside the insufficient 
listening to patients’ concerns, may be related to time-constrained 
consultations determined by the excessive number of patients that Chinese 
doctors consult with daily [40], the participants’ perceived lack of empathy 
may be related to different factors, such as poor health communication 
training for medical students [41,42], and/or to the unsatisfactory working 
conditions for Chinese healthcare practitioners [43].   
The significant difference between the Chinese and Australian samples 
related to dimensions of ‘Satisfaction with Care’ and ‘Psychosocial Context’ 
may be also related to the high quality of the Australian healthcare system, 
that is rated by the WHO as one of the best healthcare systems in the world 
[20]. Furthermore, Australia is one the countries that over the last decade 
has invested more in developing youth-friendly health services following the 
respective WHO framework [44,45].  By looking at the themes identified by 
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the content analysis (see Table 4), it should be noted that the highest 
percentage of  Australian participants expressed their satisfaction with the 
care received,  indicating the limited need for the respective healthcare 
providers to improve particular communication skills (e.g. “I am satisfied with 
my healthcare provider, “My health care provider is fantastic. He listens and 
I wouldn't want to go anywhere else”, and “I am happy with my healthcare 
provider and as such, they do not need to improve anything in my opinion”).  
Italian participants were found to score significantly less on the 
‘Psychosocial Context’ dimension compared to participants from Australia, 
UK, and USA. This finding may be partially supported by Lamiani et al. [46], 
that examined the differences related to patient centred care between 
American and Italian healthcare professionals, finding Italian doctors to 
employ a more implicit paternalistic approach during consultations 
compared to American healthcare practitioners. This is consistent with the 
themes identified by the content analysis (see Table 4), that underlined the 
need for the highest percentage of Italian participants to have their concerns 
and doubts listened to through during medical consultations (e.g. “..should 
make me talk more, let me expose my thoughts, doubts and questions by 
listening without having to say <I'm the doctor, I know what I do>”, “To listen 
more to the doubts and perplexities of the patient”, and “Listen to more my 
doubts and concerns”).  
                         4.2 Limitations 
The current research study presents several important limitations. First, 
the convenient sampling procedure utilized to recruit the participants 
through the software ‘Survey Monkey’ may have been subject to bias, as the 
recruited samples cannot be fully representative. This is the first study of its 
type that has attempted to compare individuals’ beliefs about patient 
centredness from more than four countries. To have found differences, 
admittedly with relatively small effect sizes, is, we believe worthy of 
attention. A second limitation is that the professional translators of third 
party sources were utilized to translate the questionnaire and responses to 
the related open-ended questions for the Chinese and Italian samples. 
These may have introduced some systematic errors, even though the 
translation of the questionnaire and free-responses was rated of good 
quality by two independent ‘mother-tongue’ reviewers. Thirdly, despite being 
based on standardized and validated tools [22,23,24], the satisfaction with 
care and psychological context measures revealed by the PFA are 
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preliminary and require further validation. 
4.3 CONCLUSION 
 
The findings of the current research revealed significant differences in the 
healthcare provider young-patient relationship across healthcare systems, 
underlining pitfalls in the communication process between healthcare 
professionals and young people from various countries from four continents. 
Additionally, the current research revealed how the dimension of 
‘Psychosocial Context’ is relevant in predicting the satisfaction with care of 
young people at an international level. Healthcare systems should take in 
consideration these findings in order to facilitate the development of 
appropriate policies aiming at improving communication and the overall 
relationship between healthcare providers and young people. This would be 
of fundamental importance considering the link between dimensions of 
patient centered care, satisfaction, and health outcomes. 
 
4.4 Practice Implications 
 
Considering the strong link between the dimension of ‘Psychosocial Context’ 
and ‘Satisfaction with Care’, healthcare providers should assess in greater depth 
the psychological and social factors of adolescents and young adults during 
medical consultations. Furthermore, by looking at the main themes identified by 
the content analysis, it emerges a need for healthcare providers to improve their 
communication skills, with particular reference to active listening, empathy, and 
provision of information. 
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